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Arterial embolization in
idiopathic spontaneous intra-
peritoneal hemorrhage: Case
report and review
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Case
A  64-year-old  man  presented  to  the  Emergency  Department
of  our  tertiary  center  with  lower  abdominal  tenderness.  The
patient  described  the  sudden  onset  of  infra-umbilical  dis-
comfort  6  h  prior  to  admission,  with  progression  of  the  pain
and  two  episodes  of  self-resolving  syncopes.  History  was
negative  for  fever,  chills,  nausea,  vomiting,  diarrhea,  hema-
tochezia,  melaena,  dysuria  or  substance  abuse.  Medical
history  revealed  prostate  cancer  treated  by  radical  prosta-
tectomy  by  laparotomy  10  years  prior,  without  radiation
therapy.  The  patient  was  normotensive  but  tachycardiac  at
107  bpm.  Laboratory  tests  showed  hemoglobin  at  124  g/L,
WBC  12.2  G/L,  INR  1.1,  electrolytes  and  liver  function  tests
in  normal  range.  Contrast  enhanced  multiple  detector  com-
puted  tomography  (MDCT)  revealed  intra-abdominal  free
ﬂuid  with  a  radiological  density  of  35  Hounsﬁeld  units,
compatible  with  hemoperitoneum  (Fig.  1).  The  most  likely
origin  of  the  abdominal  bleed  was  identiﬁed  by  contrast
extravasation  in  the  vicinity  of  the  left  branch  of  the
superior  rectal  artery  (Fig.  2).  The  patient  was  mon-
itored  overnight  at  the  intermediate  care  unit  of  the
Emergency  Department  and  received  crystalloid  resuscita-
tion.  Hemoglobin  plummeted  to  84  g/L  through  the  next
14  hours.  At  this  point,  a  control  MDCT  showed  slight  aug-
mentation  of  the  hemoperitoneum,  without  visualization
of  an  active  bleeding  source.  The  patient  has  undergone
transcatheter  arterial  embolization  (TAE).  During  the  pro-
cedure,  no  signiﬁcant  vascular  anomaly  was  visualized  and
the  rectal  arterial  vasculature  appeared  normal.  The  ante-
rior  branch  of  the  left  superior  rectal  artery  showed  signs
of  spasm  and  was  embolized  by  gelatin  sponge  (Gelfoam
Slurry® Ethicon,  Somerville,  NJ,  USA)  through  a  2.7F  micro-
catheter  on  the  basis  of  the  ﬁrst  MDCT  ﬁndings  (Fig.  3).  The
procedure  lasted  45  minutes,  was  well  tolerated,  the  post-
interventional  hemoglobin  levels  were  stable  around  95  g/L
and  the  patient  was  discharged  3  days  later.  At  a  telephonic
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http://dx.doi.org/10.1016/j.diii.2013.12.006ollow-up  at  6  month,  the  patient  was  asymptomatic  a  con-
rol  colonoscopy  excluded  a neoplasia,  but  did  not  elucidate
he  etiology  of  the  apoplexy.
iterature  review
 Pubmed  search,  using  the  MeSH  terms:  ‘‘spontaneous
emoperitoneum  embolization’’  identiﬁed  9  cases  of  idio-
athic  spontaneous  intra-peritoneal  hemorrhage  (ISIH)
reated  by  TAE.  Success  rate  of  intravascular  management
f  ISIH  was  100%,  however,  this  might  be  biased  by  the
act  that  failed  cases  are  less  likely  reported.  The  bleed-
ng  originated  from:  splenic  artery  (2/9  cases),  cystic  artery
2/9),  left  gastroepiploic  artery  (1/9),  inferior  pancreatico-
uodenal  artery  (1/9),  lumbar  artery  (1/9),  omental  artery
1/9)  and  the  uterine  artery  during  pregnancy  (1/9).  Cystic
rtery  embolization  led  to  the  ischemic  necrosis  of  the  gall-
ladder  requiring  laparoscopic  cholecystectomy  ten  days
fter  [1].
iscussion
irst  described  in  1909,  abdominal  apoplexy,  or  ISIH,  is  a
are  and  often  fatal  condition.  It  has  a  male  predominance
3:2),  and  a  peak  age  of  onset  at  the  ﬁfth  and  sixth  decades
2]. Risk  factors  for  developing  aneurysms  and  thus  ISIH  are
ssential  for  portal  hypertension,  arteriosclerosis,  connec-
ive  tissue  disorders,  vascular  syphilis,  mycotic  infections,
bromuscular  dysplasia,  lupus  erythematous,  polyarteritis
odosa  and  radiation  therapy  [3]. ISIH  follows  a  3  phases
ourse:
mild-to-severe  abdominal  pain  indicating  a  sentinel  bleed
preceding  massive  hemorrhage;
absence  of  symptomatology  for  hours  to  days;
increasing  abdominal  pain  and  cardiovascular  collapse
[4].
The diagnostic  strategy  is  dictated  by  the  hemody-
amic  status:  in  stable  patients  (shock  index  0.5—0.9)  MDCT
s  the  imaging  modality  of  choice.  It  detects  hemoperi-
oneum,  contrast  extravasation  between  0.2—0.5  mL/min
5], aneurysms  or  provides  differential  diagnosis.  Once  the
ause  of  ISIH  has  been  identiﬁed,  angiography  can  be  used
o  conﬁrm  the  ﬁndings  and  treat  the  bleeding  source  in
he  same  session.  In  unstable  patients  laparotomy  is  the
reatment  of  choice.  It  also  enables  histological  examina-
ion  of  the  ruptured  vessel.  Surgery  has  several  drawbacks:
on-therapeutic  exploration  implies  a  mortality  rate  of
. Published by Elsevier Masson SAS. All rights reserved.
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Figure 1. Axial CT scanner image performed 70s after intra-
venous contrast injection. There is an important quantity of ﬂuid
with a measured density of 35 Hounsﬁeld units in the peri-hepatic
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Figure 3. Supra selective digitally substracted angiogram, right
anterior oblique view. The extremity of the microcatheter is pos-
itioned in the origin of the left branch of the superior rectal artery.
No active bleeding is to be seen but the artery shows some degree
of spasm in the most posterior subdivision of the superior rectal
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[nd peri-splenic spaces (*) compatible with hemoperitoneum.
0%  and  even  successful  emergency  laparotomies  bear
on-negligeable  morbidity,  longer  inhospital  stay  and
elayed  time  off  work.  Conservative  treatment  leads  to
00%  mortality,  thus  it  is  not  an  option  [6].  TAE  has  several
dvantages  over  surgery:  it  is  a  quick,  minimally  invasive
rocedure  that  does  not  require  anesthesia,  multiple  vascu-
ar  lesions  can  be  diagnosed  and  treated  from  the  same  entry
oint,  it  can  be  done  in  anticoagulated  patients  and  does  not
ause  hypothermia  or  further  blood  loss  [7].  Disadvantage
f  embolization  is  lack  of  specimen  to  be  sent  for  patho-
ogical  analysis.  Potential  complications  include  puncture
ite  infection  or  hematoma,  iatrogenic  vascular  lesion  and
egmental  intestinal  necrosis,  stricture,  ulcer  or  perforation
8].
The  presented  case  of  rectal  arterial  apoplexy  and  the
eview  of  literature  both  support  the  idea  that  TAE  is  a
alid  therapeutic  approach  in  ISIH.  However,  in  the  pre-
ented  case,  the  timing  of  the  radiologic  intervention  was
ot  optimal,  the  patient  should  have  undergone  angiog-
aphy  immediately  after  the  ﬁrst  MDCT,  when  contrast
xtravasation  was  objectiﬁed.  Patient  observation  at  the
igure 2. Axial CT scanner image performed 70s after intra-
enous contrast injection (arrow). There is an extravasation of
ontrast media in the posterior peri-rectal space, compatible with
ctive bleeding. No abnormal vessels were seen on this examination.
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[rtery (arrow). The embolization was performed just proximally to
his segment.
ntermediate  care  unit  entailed  the  risk  of  hemorrhagic
hock  and  delayed  deﬁnitive  care.
isclosure  of  interest
he  authors  declare  that  they  have  no  conﬂicts  of  interest
oncerning  this  article.
eferences
1] Ouazzani A, Bataille D, Boutkhil A, Guerin E, Lefebvre JC,
Vaneukem P. Spontaneous cystic artery rupture: a rare cause
of haemoperitoneum. Acta Chir Belg 2009;1:106—8.
2] Harbour LN, Koch MS, Louis TH, Fulmer JM, Guileyardo JM.
Abdominal apoplexy: two unusual cases of hemoperitoneum.
Proc (Bayl Univ Med Cent) 2012;1:16—9.
3] Cawyer JC, Stone CK. Abdominal apoplexy: a case report and
review. J Emerg Med 2011;3:e49—52.
4] Watkins GL. Abdominal apoplexy. Ann Surg 1962;155:153—60.
5] Yoon W,  Jeong YY, Kim JK. Acute gastrointestinal bleeding:
contrast-enhanced MDCT. Abdom Imaging 2006;1:1—8.
6] Sanderson PL, Davies MF, Howat JM. Idiopathic spontaneous
haemoperitoneum. Postgrad Med J 1988;750:322—4.
7] Bize PE, Duran R, Madoff DC, Golliet-Mercier N, Heim C, Pilleul F,
et al. Embolization for multicompartmental bleeding in patients
in hemodynamically unstable condition: prognostic factors and
outcome. J Vasc Interv Radiol 2012;6:751e4—60e4.
8] Skouras C, Lalountas MA, Triantafyllou A, Angelidou S, Ballas
KD. Idiopathic spontaneous haemoperitoneum due to a rup-
tured middle colic artery aneurysm. Int J Surg Case Rep 2011;6:
163—5.
D.  Geroa, N.  Irinel  Simionb, H.  Vuilleumiera,
A.  Denysc, B.  Guiuc,  N.  Demartinesa,
P.E.  Bizec,∗
a Department of Visceral Surgery, centre
hospitalier universitaire Vaudois (CHUV),
University Hospital of Lausanne, rue du Bugnon
46, 1011 Lausanne, Switzerland
du Bugnon 46, 1011 Lausanne, SwitzerlandLetter  
b Department of Emergency Medicine, centre
hospitalier universitaire Vaudois (CHUV),University Hospital of Lausanne, rue du Bugnon
46, 1011 Lausanne, Switzerland
c Department of Diagnostic and Interventional
Radiology, centre hospitalier universitaire Vaudois875
(CHUV), University Hospital of Lausanne, rue∗ Corresponding author.
E-mail address: pierre.bize@chuv.ch (P.E. Bize)
